MISSOURI! DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH =62—04224"

STATE FILE NUMBER

DO NOT WRITE

Registration District Mo, ... -&3-___wl’éimnrv Registration District M8 ________________Registrar's No. -l_
ON THIS STUB : r'a

1. PLACE_OF DEATH _ 2. USUAL RESIDENCE {Where deceased lived. If institution; Residence befors

a. COUNTY GRE ENE a. SMEES SOUR T b. COUNTY GREENE admission)
b. C{I)‘I;f {If outside corporata limits, give TOWNSHIP only) Length of stay in 1b <. C(;EY Inside Limits
Town  WTILLARD 6 YRS. TOWN WILLARD Yes O Mo [X

¢. FULL NAME OF [If NOT in hospital, glve location) Insicle Limits d. STREET (If cutside, give location) Reside on Farm
HOSPITAL OR ADDRESS

INSTITUTION ROUTE # 2 Yes 0 No (Y ROUTE # 2 YesYI Ne O

3. (l;:p)::o::;r ilr)‘E)CEASED First Middle . Last 4 DATE Month Day Year
LEE A. DONNELL pEATH  NOV. 16 1962
5. SEX 6. COLOR OR RACE 7. MarriedXfX Never Married (0 8. DATE OF pIRTH | 9 AGE (last birthday) | IF UNDER ) YEAR IF UNDER 24 HR
MALE WHITE Widowed [] Divarced O | I} /12 90 72 Months | Days I Hours Min,
T0a. USUAL OCCUPATION (Give Kind of wark done | 106, KIND OF BUSINESS OR INDUSTRY| 11, BIRTHPLACE (City and state or country) | 12. CIFIZEN OF WHAT COUNTRY
RETIRES "0 ®t 85UrT oPERATOR SPRINGFIELD, MO, Usa
133, FATHER'S NAME 135, MOTHER'S MAIDEN NAME 4. NAME OF HUSBAND OR WIFE
FRANCTS MARTON DONNELL MARTHA JANE WILLTAMS MARY F. DONNELL
15. WAS DECEASED EVER IN U.5. ARMED FORCES? 16. SOCIAL SECURITY NO, | 17. INFORMANT Address
(Yes, nhﬁ unknown)[ (If yes, give war or dates of rervicq MARY F. DONNELL ' WILLARD, MO.

18, CAUSE OF DEATH (Enter only one cause per line f| INTERVAL BETWEEN
PART 1. DEATH WAS CAUSED BY; ONSET AND DEATH

Guneghot wound in chest
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IMMEDIATE CAUSE (n)

DOCUMENT

which gave rise to
above cauvse (a),
stating the under-

Conditions, if any, DUE TO {b)
lying cause Int.]

DUE TO (¢}

PART 11, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not relasted to the terminal PART Ml If deceased was female was
disease condition given in PART I (a) thera a8 pragnancy in last 90 days.

[O ves | 0 N- l O Unknewn
9. WAS AUTOPSY | 20s, ACCIDENT SUICIDE  HORICIDE | 206, DESCRIBE HOW TNJURY GCCURRED. (Enter nafure of injury in PART [ or PART 11 of item 18]

D Nom = B Apparently took hls 1life by firing

2 TWESF  Ho mewh D Ve g p3gtol shot into hes chest

evP¥08. 15, 11/16/6

20d. INJURY OCCURRED 20e. PLACE OF INJURY (a.g., in or abour home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK [0 farm, ﬁcmry, street, office bldg., er.)
NOT WHILE AT WORK EJ In"hig home Willard Rt.2, Greene Miesouri

h .
21, | attended the deceuad from. and last saw h:; alive on
Death occurr rr X 6 3 20 P.M. m on the date stated sbove, and to the best of my knowledge, from the causes stated.

. 27, $VGNATURE Fame) {Degrea or ftitle) (‘ reene 22b, ADDRESS | 22¢. DATE SIGNED
232 BURIfIL, CREMATION, | 23b, DATE 23:.‘ NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) (Stare)

BURTAT *™ | 11/20/62 HAZELWOOD SPRINGFIELD, MO.

24. FUMERAL DIRECTOR - ADDRESS 25. DATE RECD. BY LOLAL REG. 2 M ‘SIGNAT E
H.H. LOHMEYER FUNERAIL HOME 1] 2 « 2 E’M

SPRINGEIELD, MO,

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

USE BLACK INK

TYPEWRITER RIBBON

SHOULD READ

BY AFFIDAVIT OF

ITEM NO,

{Licensed Embalmer’s Statement on Reverse Side} U



STATEMENT BY LICENSED EMBALMER - g,

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

or by Student Embalmer No.

'w;rking under my personal supervision. ) ,
Student Signe‘d'—: ’ E : :Z hath ’ il “% . /ch——'

Signature of Student Embalmer

i ‘ Licensed Embalmer No z f/é

—= 9—gz~[f

“Note: The above MUST BE SIGNED BY THE LICéNSED EMBALMER in his OWN HANDWRITING. (Failure to comply

with the above constitutes grounds for revocation of license).
If embalmed by a STUDENT, he alsc shall sign in his OWN handwriting. ~ _
* If this body is not embalmed, fact should be so stated above. -




